structured interview with relatives, the Camberwell Family Interview (CFI; Vaughn & Leff, 1976b) . The studies found that family environments with high EE were associated with greater rates of relapse than families with low EE.
These studies of EE stimulated the development of family-focused interventions, designed to modify the attributes of intrafamilial relationships believed to increase the risk of relapse. Five controlled trials have reported substantial reductions in relapse when family therapy was added to maintenance drug treatment (Goldstein et al, 1978; Leff et a!, 1982; Falloon et a!, 1982 Falloon et a!, , 1985 Hogarty et a!, 1986; Tarrier eta!, 1988) . Further analyses have examined whether psychoeducational family therapy has achieved these effects by altering those negative aspects of family interaction specified by the EE literature: criticism and over-involvement. In studies in which the CFI was repeated after treatment, psychoeducational family treatment was associated with a reduction in EE status of the family, while drug treatment alone was not (Hogarty et a!, 1986; Tarrier et a!, 1988; Leff et a!, 1989) . These studies of EE only measured whether attitudes expressed during an interview with a relative were modified, but not whether the family's actual interactional or behavioural patterns changed. Doane et a! (1985 Doane et a! ( , 1986 , working within the Failoon treatment project, went a step further and measured changes in the relatives' affective style (AS), which is considered an interactional analogue of the EE construct. AS was assessed before therapy and after three months of the nine-month treatment programme.
Negative AS was reduced in the family-plus-drug treatment condition as contrasted with the individual plus-medication condition. Further, the degree to which negative AS was reduced at three months predicted both the likelihood of a major exacerbation of symptoms and the social functioning of the patient at nine-month follow-up.
These investigations of the therapeutic process have supported the hypothesis that changes in the relatives' affective attitudes and/or behaviour are important measures of the efficacy of these psycho educational programmes. Interestingly, no one has examined the impact of these treatment programmes on the patient's interactional style with relatives following assignment to either treatment. Thus, we do not know if there are changes in the interactional style of the schizophrenic patients assigned to psychoeducational family therapy or if these changes are necessary or significant contributors to relapse prevention. The present paper addresses the neglected issue of whether a programme of behavioural family therapy does, in fact, modify the patient's mode of interacting with key relatives and thereby plays some role in relapse prevention. We utilised the same systematically collected family interaction data assessed by Doane et al(1985 Doane et al( , 1986 ) from the Falloon treatment study (Falloon et a!, 1984) A total of 39 patients were initially recruited for the study and informed consent was obtained from the patients and their family members. Eighteen were randomly assigned to the family treatment, 18 to individual treatment. At the time of the post-therapy assessment one patient in the individual treatment was not available, another patient's family assessment interaction task could not be scored, and a third patient had different family members attend the post-therapy assessment. Thus, data analyses are from a total of 33 patients.
Treatment conditions
Therapy protocols began following discharge and a subsequent four to six weeks of clinical stabilisation.
Boththerapiesconsistedof weeklysessionsfor threemonths and biweekly sessions for the next six months. The patients were followed for two years after starting their assigned treatment. The individualtreatment consistedof a clinic based supportive psychotherapy which involved case management, optimal maintenance of medication, crisis intervention when necessary, and education concerning schizophrenia. The behavioural familymanagement involved the patient and the parents in a behaviourally orientated home-based problem-solving therapy consisting of education about schizophrenia, problem solving, and communication-skills training.A more detaileddescription of the treatment study and protocol is provided by Falloon et a! (1984) .
Patient and family assessment
Thepatients' clinical symptoms wereassessed monthly using the BriefPsychiatric RatingScale(BPRS; Overall & Gorham, 1962) by raters blind to the patient's treat ment. Four factors were derived from the BPRS: schizo phrenic thought, withdrawal, hostileâ€"suspiciousness, and depressionâ€"anxiety.
The criteria used to define relapse in the present study were twofold: the treating team's unanimous decision that the patient exhibited an exacerbation of schizophrenic symptoms, and a marked elevation on blind clinician ratings of two or three florid symptoms of schizophrenia idiosyncratic to each patient (target symptom ratings, TSR). Ten patients met one or both criteria for relapse at nine months (nine in the individual group and one in the family group). Fourteen patients met one or both criteria for relapse at two years (12 in the individual group and two inthefamily group). A moredetailed description is provided
by Falloon et a! (1985) . All patients and their parents participated in an assessment procedure after the fourâ€"six-week stabilisation phase of the study and before beginning the treatment protocol (pre-therapy) and participated in the same procedure after three months of treatment (post-therapy). Pre-therapy and post-therapy assessments included two ten minute face-to-face interaction tasks, from which both the relative'sAS and patient's CS werederived.Theseentailed problem-solving discussions on issues of current concern to the family: one focused on the patient, the other on a family issue. A more detailed description of the interaction task is provided by Doane et a! (1981) .
From the 20 minutes of interaction, the patient's CS was rated. The CS system (Strachan et a!, 1989)rates the manner in which patients interact with relatives during the task. Seven types of behaviour are rated: three are considered to diminish tension (autonomous statements, self-affirmation statements, support statements), three are considered to exacerbate tension (critical statements, refusals, and self denigrating statements), and one is considered neutral (partial autonomous statements).
The interactions in the present study were rated by two coders blind to both the treatment group and patient and family characteristics. Reliability of the coding system was calculated from independent ratings of the coders on another sample of 36 families. Kappa statistics (Cohen, 1960) for each of the CS codes were as follows:
autonomous self-statements (k = 0.82), partial autonomous statements (k = 0.74), support statements (k = 0.83), criticisms (k = 0.86), self-denigrating statements (k = 0.68), refusals (k= 0.83), and self-affirmation statements (k= 0.73).
Data analyses on the CS variables included both the seven CS codes and profiles based on the patterns of CS codes. The profiles were created by classifying each patient according to his/her dominant coping style. Four types of profiles were created. â€˜¿ Autonomous' represents patients who made a large number of autonomous statements (benign); â€˜¿ externalising'represents patients who made a large number of critical statements (negative). (The name â€˜¿ externalising' was derived from the assumption that a large number of critical statements signifies a tendency to cope by finding fault outside oneself and blaming others.) â€˜¿ Internalising' represents patients who made a large number of self-denigrating statements (negative). Finally, â€˜¿ neutral' represents patients who had a low rate of all CS codes (neutral). Before treatment, 13 subjects were benign, eight were neutral, and 12 were negative; following treatment, nine were benign, 17 were neutral, and seven were negative.
The CS profiles were further classified as to whether they reduced or increased the conflict and tension in the family. Externalising and internalising profiles were termed â€˜¿ negative' as they would be likely to escalate tension, while autonomous and neutral profiles were considered â€˜¿ benign' as they would be likely to reduce conflict. Analyses on the CS profiles discussed below were conducted using the three classifications:
benign, negative, and neutral. A more detailed description of the CS system and the development of the profiles is provided by Strachan et a! (1989) .
Analyses were conducted to investigate possible relation ships between CS variables and demographic characteristics 8 of the patient (age, sex, race, social status, and years of education) as well as characteristics of the patient's illness (number of past admissions, total months spent in hospital, age of onset, compliance over the course of the treatment study, and whether this was a first psychotic episode). Correlations between demographic and illness history characteristics and the seven CS raw scores before and after treatment were conducted, and few were significant, no more than expected by chance. Demographic and illness history characteristics were compared between the three CS profiles and revealed that CS profile is not a function of these other patient characteristics.
Results
Analyses of the CS variables from both assessments revealed significant changes in the quality of the patients' coping style over the course of treatment.
Stuart-Maxwell x2 analyses were conducted on the CS profiles before and after three months of treatment to see if CS profiles had changed. The findings revealed a significant change in the CS profiles for the sample as a whole, with more subjects adopting a neutral CS profile following treatment Fig. 1 ). between the groups unequivocally to the differential effects of the treatment modalities. Despite random assignment, the groups, although not significantly different before treatment,
P<0.05) (see
were not identical. As evident in Fig. 1, a greater number of patients (n =9) had a negative profile in the individual treatment group than in the family group (n = 3), while more patients in family treatment (n =6) had a neutral profile than in individual treatment (n = 2). Thus, there was a greater possibility for change towards a neutral profile in those in the individual treatment. In order to understand the changes in the CS of the patients more fully, analyses were conducted to assess differences in the prevalence of the various CS raw scores after three months of treatment. A series of repeated measures analyses of variance were conducted, with treatment condition as the grouping variable and the seven CS raw scores before and after treatment as the repeated dependent factors. Analyses using the total sample revealed only one significant finding and no effects for treatment group. There was a significant decrease in the number of self-denigrating statements (F= 11.38, d .f. 1, 31, P<0.003) (mean before therapy= 1.21; mean after therapy = 0.33).
Finally, we examined the relationship between CS profiles and the amount of the patient's speech during the interaction from which the CS was coded. It appeared important to examine this relationship to ensure that the change in the CS profiles over time was not solely reflective of changes in the amount of patient speech over the course of treatment. Analyses of variance were conducted, with CS profile before and after treatment and treatment group as the independent variables, and the amount of the patient's speech during the confrontation as the dependent variable. There was no significant relationship between the patient's speech before treatment and concurrent CS profile.
Finally, the role of patient speech in the change in CS profiles over time was examined. Patients were grouped, based on whether their CS profile became neutral (change), or remained benign or negative (no change), and a 1-test was conducted on the difference score for the amount of patient speech over time. No significant relationships between changes in CS profile and amount of speech were found. This supported the hypothesis that the changes in CS were not simply reflective of the patients' decreased verbal production over time.
Coping style and relapse
In order to determine the relationship between a patient's CS profile and relapse, log linear analyses were conducted with the variables treatment group, CS profile before and after therapy, and relapse at nine months and two years. CS profile either before or after therapy was not predictive of relapse at nine months or two years. In contrast, as indicated in the original report by Falloon et a! (1985) , treatment group was predictive of relapse at nine months (x2= 8.95,d.f. 1,P<0.003)andtwo years(y@ = 15.76, d .f.
1, P<0.000l), with significantly more relapses at both nine months and two years in the individual treatment group. To examine this relationship further, a series of 1-tests were conducted using relapse at nine months and two years as the independent variables and the seven CS codes as the dependent variables. No significant associations were found between the presence or absence of relapse and the prevalence of the different CS codes. Fig. 2 The relationship of AS (n = 16) and CS (n = 17, an additional case added after AS analysis) profiles following treatment to relapse U ) at 9 months in theindividual treatment group.
The findings did not support a consistent relationship between quality of coping style and increased rate of relapse. This is in sharp contrast to previously reported findings of a relationship between a negative AS profile following treatment and relapse rates for patients in the individual treatment group, the group in which the majority of relapses occurred (Doane et a!, 1985) . The discrepant findings between AS and CS and their relationship to relapse in the individual treatment group is depicted in Fig. 2 .
Copingstyleand symptoms
In orderto investigate any possible associations between the patients' symptoms and CS, analyses between the seven CS raw scores and the CS profiles before and after treatment, and the four BPRS factor scores (schizophrenic thought, withdrawal, hostile-suspiciousness, and depression anxiety) were conducted. CS did not appear to be a function of current symptoms. Correlation analyses between the seven CS raw scores before and after treatment and the four BPRS factor scores at the comparable time revealed no linear relationship.
Analyses of variance revealed no significant relationship between a patient's CS profile or treatment group and concurrent BPRS factor scores, either before or after treatment. However, at the pre-therapy assessment the treatment groups differed significantly (F= 5.38, d.f. 1, 31, P< 0.03) on BPRS factor 4 (depressionâ€"anxiety) with the individual treatment group exhibiting a higher level of depressionâ€"anxiety. Finally, an analysis of variance was conducted comparing patients grouped with regard to their CS profile and their BPRS difference score from baseline to three months. A particular CS profile was not significantly associated with an improvement or deterioration in clinical symptoms.
Discussion
Previous analyses of the impact of family therapy as contrasted with individual therapy on relatives' AS in the study by Falloon et a! (1984) revealed marked differences favouring family therapy (Doane et a!, 1986) . However, the present data failed to reveal comparable differences in the impact of these programmes on the patient's interactional style.
Further, neither the quality of CS before or after treatment, or the nature of CS changes observed, was predictive of relapse in either treatment group. This finding differs from the data on the relatives' AS previously reported by Doane et a! (1985 Doane et a! ( , 1986 . In contrast to the earlier work on the relatives' interactional style, a greater change in CS was noted in the individual treatment condition. However, it must be reiterated that the groups were not comparable at the start of treatment: the patients in the individual treatment group had more negative and less neutral profiles, and in turn a greater opportunity for change towards a more neutral stance. Thus, a differential impact of the treatment modalities cannot be unequivocally concluded from the present data. Instead, what appears important to note is that in both groups there was a systematic change towards a more neutral stance with relatives after three months of treatment. In contrast to the AS data of the relatives, neither initial nor three month CS data in the patient were predictive of subsequent relapse.
It is difficult from these data to account for the positive therapeutic impactof familyprogrammes on schizophrenics intermsoftheir impacton patient interactional behaviour. It could be concluded that changes in the patient's interactional style are not necessary for a psychoeducational family programme to achieve a positive effect on the patient's short term course. This conclusion would agree with the findings of Leff et a! (1989) , who claimed that for those relatives who consistently attended a relatives' group without patient participation, the group condition was as effective as family programmes in reducing relapse after discharge from hospital. However, before we accept such a radical con clusion it would be valuable to examine alternative explanations for the present data. The fact that the follow-up assessment of CS occurred after three of the nine months of treatment is noteworthy.
Although this is the time during which the relatives showed marked changes in AS behaviour, it is possible that there are different rates of change for the patient over the course of a nine-month treatment programme. Three months might be adequate for relatives to begin to assimilate the skills and information being presented in the treatment and to alter their modes of interacting. In contrast, patients might require additional time to digest and incorporate the new communication and problem solving strategies as they are attempting to recompensate from an acute episode as well as assimilate the new skills. Perhaps greater changes in CS in the family treatment group and a stronger relationship with rate of relapse would have been evident if the follow-up assessment had been repeated at six and nine months; this could have maximised the probability that the patient could alter his/her modes of communicating and problem solving. Another explanation is that CS is not an adequate measure of the interactional style of the patient so it would not be sensitive to possible changes induced by a family therapy programme. However, the work of Strachan et al(l989) argues against this hypothesis and supports the validity of the CS as a measure of the patient's mode of dealing with relatives: they found that patients interacting with high-EE parents made fewer autonomous self-statements and more criticisms when compared with patients interacting with low-EE parents. It is important to note that, in the present study, neither the CS codes nor the profiles were significantly associated with BPRS scores. Thus, the CS system does not appear to be simply a measure of the patient's clinical status.
Our conclusion is that the relatives are at a higher level of functioning and can incorporate the new skills at a faster rate than the patients. In turn, this change in the relatives appears to be necessary for subsequent change in the patient's interactional style, and a more positive course. If the relatives do not change, then it is unlikely the patient will change, resulting in a higher risk of relapse. This hypothesis is supported by the work of Doane et a! (1986) in which parents whose AS remained negative at three months tended to have schizophrenic offspring who were more likely to relapse. Thus, further research would benefit from assessing changes in patient interactional style at later points along the course of treatment, as well as the relationship of these changes to the course of the illness.
